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CMS-1500 (02/12)

« As of April 1, 2014, only the CMS-1500 (02/12) version is accepted.
If the 08/05 claim form is used after April 1, the claim will be returned to
the provider.

» If rebilling a claim after April 1, 2014, providers must use the 02/12
version even though the 08/05 version was used to bill the claim.

« Asample CMS-1500 (02/12) is on the Forms page; however, claim
forms must be ordered from an authorized vendor.

« CMS-1500 professional claim form
e  Www.Nnucc.org
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New Form

* Quick Recognition is QR Code in top left.

 Form also indicates approval date of 02/12.

HEALTH INSURANCE CLAIM ECRiv
AFPRCOVED BY NATIONAL UNIFCAM CLAIKM COMMI w
PICA

2|\ ®
4 July 24, 2014 Xerox Internal Use Only xe rox . ‘
2




Important Changes to Note

Box 10d Claim Codes
This box is no longer scanned for the member ID.
The Medicaid system scans Boxes 1a, 9a, and 11 for the member ID.

1. MEDICARE  MEDICAID TRICARE CHAMPYVA FECA £Al 1a. INSURED'S |.D. NUMBER {Far Program in liem 1)
FEALTH PLAN — BUKLUNG
:| (Medicars ) |:| (Medicaid#) |:| (ID&Do08) |:| (Mermber I0#) |:| {I0#) {ID#)
2. PATIENTS NAME (Last Name, First Name, Middle Initial} 3. PATIENTS BIRTH DATE 4. INSUREL'S NAME (Last Name, First Name, Middle Initial)
I 1
| MD FEI
5. FATIENT'S ADDRESS (No., Straat) & PATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS (No., Street)
SEIII|:| sapnusaD Ghild|:| DmarD
CITY STATE | & AESERVED FOR NUCC USE cIY STATE
ZIF CODE TELEFHONE (Include Area Cods) ZIF CODE TELEFHONE (Include Arsa Code)
3. OTHER INSURED'S NAME (Last Name, First Name, Middle Infial] 10.15 PATIENT'S CONDITION RELATED TO: 11. INSURED'S FOLICY GROUF OR FECA NUMBER

a. OTHER INSUREL'S POLICY OR GROUP NUMBER . EMPLOYMENT? (Current ar Previous) a. INSURED'S DATE OF BIRTH SEX
MM, DD, YY
Oves [ i v [

PATIENT AND INSURED INFORMATION

b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (S ) b. DTIHER CLAIM ID [Designated by NUGCC)
[Jves  [Jwo | 1
c. RESERVED FOR NUCC USE c. OTHER ACCIDENT? c. INSURANCE PLAN MAME OR PROGRAM NAME
[Jves [ Ino
d. INSURAMNCE PLAN NAME OR PROGRAM MAME » DES (Designated b d. 15 THERE ANOTHER HEALTH BEMEFIT PLAN?
D?ES |:| NO If yes, complete items 9, 9a, and 2d.
READ BACK OF FORM BEFORE COMPLETING & SIGHNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGMATURE | authorize
12, PATIENTS OR AUTHORLZED PERSON'S SIGMATURE | authorize the release of any medical or other information necessary payment of medical bensfits to the undersigned physician or supplier for
io process this claim. | also request payment of government bensfits sither to mysalf or to the pary who accepis asssgnment senvices described below.
below.
SIGMNED DATE SIGHNED
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ltems to Note

« Box 17 Name of Referring Provider or Other Source.
* Montana Medicaid continues to accept for the referring provider’s name.

« Box 17a Unlabeled
* Montana Medicaid reserves for Passport to Health referral number.

* Box 17b NPl and Unlabeled Field
* Montana Medicaid reserves for Indian Health Services referral number.

* Box 23 Prior Authorization Number
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ltems to Note

« Box 21 Diagnosis or Nature of lllness or Injury

* Numeric Diagnosis Code Pointers are not allowed (Ex: 1, 2...) on the
line items; use alpha characters (Ex: A, B...)

» The State will accept only 4 diagnosis codes when processing claims;
use Boxes A-D until further notice.

* Once ICD-10 is implemented, the State will begin accepting diagnosis
codes A—L and the corresponding Diagnosis Code Pointers (A-L).
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ltems to Note

« Box 29 Amount Paid
» This box remains the same: Reserved for third party liability payments.
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